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Section 1. COVID-19 Vaccination Preparedness Planning

A. Describeyour early COVIBPLY vaccination program planning activitiesncluding lessons
learnedand improvements maddérom the 2009H1N1vaccinationcampaign seasonal
influenza campaignsand other response® identify gaps in preparedness

a. The TDH Communicable and Environmental Disease and Emergency Preparedness
(CEDEP) division served as lead for the 2009 H1N1 Influenza Pandemic Outbreak
response in Tennessee. TDH CEDEP response activities included establishing command
and control, definingommunication pathways, refining surveillance and epidemiology,
revisiting fatality management, expanding laboratory services, coordination of mass
vaccination clinics through local, regional, and metropolitan health departments, hiring
of temporary staff vaccine distribution, tracking doses administered, warehousing and
distribution of medical countermeasures, deployment of personal protective equipment
6tt 90X LINRPOSaaAy3a O2y iGN Ola oAyOfdzRAY3a GKS
immunizationservices to agencies targeting underserved populations), and
development of mass media messaging and guidance. There were lessons learned and
best practices identified from this response that generated numerous opportunities for
TDH staff to deliver abstcts, posters, presentations, and articl&srly vaccine
planning activitiesind lessons learnedcluded:

1 Engaging federal officials from CDC, HHS ASPR, agdRxélyion IV states in a
gap analysigliscussiorpertaining towhere the federal responsendsand the
state and local response begins

1 Identification of ancillary supplies (needles, syringes, sharps containers, etc.)
needed to mount a massive vaccination respoasavas most recently
experienced through our muljiear statewide response to hepasitA and2009
H1N1 response.

1 Identification of both fixed and mobile cold chain capaigccine refrigerators,
mobile coolers, fridge freeze units, temperature data loggets.)to store
vaccine both centrally and allow for mobile vaccinatipetions in the
communityas was most recently experienced through our mydtar statewide
regponse to hepatitis A and 2009 H1N1 response.

1 Identification of external stakeholders with vaccination response expertise to
best informresourceallocation decisionand publicmessaging strategies.

1 Identification of surge contract staffing needs for almesgery aspect of the
vaccination response includirderical,administrative, clinical, epidemiology,
and information technologys was most recently experienced through our
multi-year statewide response to hepatitis A and 2009 H1N1 response.

1 Identification of essential elements of information and response metrics that
will be needed to infornthe public and locaktate, and federaleadership on a
regular basis through situation repanti, data visualizatiorgnd dashboarding.
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1 Identification ofimmunization information system enhancements and a multi
tier cohort ofknowledgeable staff that can operate all aspects of vaccine
systems response from provider enrollment, validatieaccine allocation,
reporting, and technical assistance.

1 Conduct outeach to vulnerable populations through ngnofit entities and
update GIS mapping of known vulnerable populations to target vaccine
interventions

1 Identification of proactive administrative preparedness stapd removal of
barriersthat can be taken to gpedite procurement, contracting, and allocation
of grant dollars to subecipients.

b. The TDH Vacciflereventable Diseases and Immunization Program (VRDHREd
closely with the Emergency Preparedness Program to respond to the hepatitis A
outbreakfrom December 201May 202Q involving more than 3,000 cas&xperience
gained and gaps identified included:

9 TDH Incident Commarf8lystem was activateghd provided a sustained
coordinated response for 18 months.

1 Local health departments were taskeddomplete case interviewgerform
contact tracingand monitoring, and provide individual and public
communicationsand needed to reassign duties to meet the demands of that
outbreak response.

1 Vaccination strike teams were deployed across the state tohreatnerable
populations at risk ofantracting and spreading the virus. More than 23,000
doses of hepatitis A vaccine were provided by six strike teams and nearly
233,000 doses were administered by private and public health providers in
medical offices, @alth departments, jails, prisons, drug rehabilitation centers,
medicallyassisted opioid treatment programispmeless shelters and
encampments, and other locations where those not routinely seeking
healthcare could be reached. These strike teams provdzbta best practice for
the successful administration of vaccirtesat-risk populations.

1 Challenges included individual concerns regarding the vaccine itself and mistrust
of the government, the hiring and supervision of large numbersoatracted
workers, coordination of efforts and communication with metro jurisdictions
that are not under tle umbrella of TDH, and the need for sustained public
communicationaround this prolonged outbreak.

Includethe number/dates of and qualitativenformation on planned workshops or
tabletop, functional, or fultscale exercisethat will be held prior to CO\D-19 vaccine
availability. Explainhow continuous quality improvement occgwill occur during the
exercises ad implementation of the COVIR9 Vaccination Program

a. With the support of executive leadership in 2018 the Tennessee Department of Health
initiated astatewidepandemic preparedness vanation effort known as Fight Flu TN.
The goal of the effort was to empower each of our 95 counties to build rcingt
trusted community partnerships, vaccination plans, trained staff, ability to operate
autonomously in the face of worldwide pandemithis was coupled with the interest of
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improving vaccination rates and the need to innovate vaccination administration
strateges.

1 On Dec. 52018, TDH stood up 11®oints of DispensingROD$, 113 that were
open to the publiqof those 84were walk-through on site, 2ivalk-through off
site,and8 drive through and 2 closed PODs for special populations and a total
of nearly 4500 vaccines were administered in one day across the 95 counties.
In total over 1,200 staff were involved in the response effarttéch included
not only the vaccination PODs but also 14 Health Emergency Operations Centers
at the state and local leveRatewide after action reporting and improvement
plans were developed with continuous quality improvement in mind.

9 On Nov. 19, 2019, TDH increased the numbesirafiitaneously opene®0ODs
from 115 to 175, including 156 open PQDfkthose 56 were wakkhrough on
site, 75 walkthrough off site,and 25 drive through)and 19 closed PODs for
special populationgof those 15 were for vulnerable populations and 4 for first
responders)and the number of administered doses of flu vaccine doubled to
9,666 Statewick after action reporting and improvement plans were developed
with continuous quality improvement in minédditionally, vaccines
administered during Fight Flu TN were recorded manually into TennllS
(Tennessee Immunization Information Systexfigr the corclusion of the
event

1 On Nov. 19, 2020, TDddtivatedits public health infrastructure in all 95
counties toFight Flu TNAlllocal health departments developed platimat
weretailored to accommodate the realities of our current CO¥fxresponse
In addition, community healthcare partners, universities, and otheese
engaged in this ondaypreparedness event thdurthered our movement
toward COVIBL9 vaccine preparedness.K A & &SI NDa SESNDA &S | ¢
reaktime reporting of administered doses of vaccine into TennllS through a new
Mass Immunizations Module, whielows for the rapid entering of vaccine
administration data during mass immunization events.

1 In collaboratiorwith the Tennessee Emergency Waegement Agency (TEMA)
TDHcreated a series of weimar-basedvaccination tableop exercisesvhich
were conductedNovember 9, 10, and 1 partnership with our Emergency
Preparedness and Response Headtle Coalition§HCCs) Theobjectivesof the
exerdses included vaccine assumptions, logistics, administration, and reporting
and these exercisesere used to educate those involved with vaccinating
individuals through hospitals, employee health, and other partnering
organizations.

1 Tabletop exercisewere conducted with Community Health Services week of
November 16, 2020.

I Tabletop exercises have beeanducted weekly withite UC&nd various
stakeholders including Commissioners, National Guard and Biglevay Patrol
leadershipii KS D2 @SNy 2NRa / 2YYdzyAOlFlGA2ya ¢S Ys
These exercises began Novber20, 2020 and have continuedeeklyuntil
vaccines arrived in the state ensureTennessee is prepared for any scenario.



Once vaccines were deployed, these exercises transitioneddodB | f
gl akKé YSSGAy3aa (G2 RSGSNX¥AYS adz00SaaSa
well as anttipate future challenges.
1 Tabletop exercises with TN Department of CorrectimganDecember 22,
2020.
1 The Tennessee Hospital Associati@gan participatingn UCGabletop
exercisesn December 2020.

Section 2: COVID-19 Organizational Structure and Part ner Involvement

A.

Describe your organizational structure.

The Tennessee Department of Health is led by Dr. Lisa Piercey, Commissioner of Health,
who reports directly to Governor Bill Lee. THeHEXxecutive Leadershifeam consists of

the Chief of Stafthe State Chief Medical Officdbeputy Commissioner for Population
Health, and the Deputy Commissioner @perations.
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B. Describe how your jurisdiction will plan for, develop, and assendoenternal COVIB19
VaccinationProgram planning and coordination teanthat includes personsvith a wide
array of expertiseas well as backup representatives to ensure coverage

The inifal TDH COVIDO Vaccination Program Planning Team incluakedhbers of the
VaccinePreventable Diseases and Immunization Program team and the Office of Emergency
Preparedness. Two of the representativesre with state departments of health during the

2009H1N1 pandemicThis team began meeting in lalene2020. In lateJuly2020,

leadership of Community Health Services, which oversees the 89 rural health departments,

was added, as well asrepresentative obur overallCOVIEL9 EP Responseamand the

TDH Office of Communications and Media Relatidimgre is enough redundancy of

expertise within the planning and coordination team to ensure coverage in the event of a
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C. Descrile how your jurisdiction will plan for, develop, and assemblém@ader commitee
of key internal leaders and external partnets assist with implemening the program
reaching critical populations, andevelopingcrisisand riskcommunication messaging

TDH hasonveneda Pandemic Vaccine Planning Stakeholder group which meetg &vo
weeks and is leveraged to hetgorm allocation decisions, define priority populations, and
identify gaps in knowlegk. The group is comprised of more thda different offices,
agencies, and departments representing public health, rural headtbhgeeand other
minority populations, legislators, experts in bioethics, medical societies, communications
experts,health care coalitions, emergency management, and othEns grougs alsoused

to vet crisis and risk communication messag In addition, the Unified Command Group



(UCG) anthe G2 @ S NJ/ 2 Narehigh® gngadgdirSany publicommunications or

messaging campaigaddressing/accinations¢ 51 Qa hTFTFAOS 2F aAy2NRGe
Disparities EliminatioflOMHDEas conducted open weekly virtual stakeholder meetings

since May 2020. The Sta®an has been presentadultiple times sinceNovember2020
andOMHDHas a representativen the stakeholder group.

. Describenow your jurisdiction willcoordinate effortsbetween state local, and territorial
authorities.

Tennessee is laybrid state where 89 of its 95 counties report to the State and six metros
are independent from the State. Tennessee contracts with these six couBtietof,
Madison, Davidson, Sullivan, Knox, and Hamilton) to ecingublic healtractivities.

Tennessee doeasot have territorial authorities. Statewide efforts are coordinated through

Ydzf GALIX S F3ASyOASa Ay@2ft @SR gAGK GKS {dGFdiSQa -
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Coordnation between the State and local authorities occurs through numerous channels,
including partnering agencies, medical societies, health care coalitions, and emergency
management agencies, in addition to multiple opportunities for partners to particijpate
calls and webinars (biieekly COVIR9 update webinar for clinicians,-bieekly calls

between TDH and metro, regional and local health departmentthly calls with
Tennessee Hospital Association, long term care facilities, and ofregaent press
conferences that include the Commissioner of Health, and others).

. Describe how your jurisdiction will engage and coordinate efforts with leadership from
tribal communities, tribal health organizations, and urban Indian organizations.

Tennessee does noakie federallyrecognized tribal communities.

. List key partners for critical populations that you plan to engage and briefly describe how
you plan to engage themincluding but not limited to:

i Pharmades

9 Correctional faciliti'sendors

I Homeless shelters

I Communitybased organizationsncludng charitable careclinicsand Federally
Qualified Health Centers (FQHCs)



Critical populationsre engaged through the following partners, largely through our Stakeholder
Group and professional societies. Thasgude the following:

a. Pharmacies 1 KNR dz3 K 2 dzNJ LJ- NIy SNE KA L) haveérigagedb t K| N
pharmacies, especially those in rural areas, to complete the CDC Provider Agreement
and Profile ananboarding process to become pandemic vaccine providers in their
communities.These pharmaciesssist with vaccination of residentslohgterm care
facilities that opt out of the federal partnership with Walgreens and,®@8&ination of
highrisk populationsand public vaccination efforts.

b. Correctional facilities through our partnership within the Stakeholder Group, TN
Department of Correction and the Theriff@ | 842 OAF GA2Yy | NB LI NI 2
procesdor vaccine allocations and distribution to ensure the population housed in
correctional facilities is inatled in planningPrisonintake facilitiesare onboardhg to
provide COVIR9 vaccine as they have similarly done with hepatitis A vacamevell as
to vaccinate their first responder population and health care keos Additionally,
vaccination strike teams will be scheduled to visit jails and other congregate care
facilities to ensure these populations are provided the oppoitito receive vaccine.
During the hepatitis A outbreak, strike teams delivered hea#itivaccine in all county
jails across the state at leasihce if not on a recurring basis. We will leverabis
model and the relationships built by local public healthinplement the same
vaccination outreach.

c. Homeless sheltersthrough our partnershi with the TDH Office of Disparities
Elimination, strike teams will be scheduled to visit locations where individuals
experiencing homelessness gathBuring the hepatitis A outbreak, strike teams
prioritized homeless shelters as one of the target sitggpfoviding vaccine outreach.

We will leverage the relationships built by ourdbpublic health during this response.

d. Communitybased organizatiortsthrough our multiple partner agencies, community
health centers, federalbgualified health centerdhosptals, home health agencies; 1R
schools, institutes of higher education, large corporations, urgentatisits, and
private medical providers are beigboarded as pandemic vaccine providers.

Section 3: Phased Approach to COVID -19 Vaccination

A. Describe how your jurisdiction will structuthie COVIEL9 Vaccination Progranaround the
three phases of vaccine administration

Phase 1Potentially Limited DosesAvailable
Phase 2: Largblumber ofDosesAvailable, Qupply Likely to Meet Demand
Phase 3: Likelguficient Supply Slowing Demand

After careful review of the CDC Playbpokk S bl G A2yt | OF RSYASaAaQ 2F { O
aSRAOAYSQa CNIYSg2N] T2 N9 \&dcidethd leddmnsendatioris 8fOF (A 2 y
the Advisory Committee on Immunization Practices (A@HR) discussion witthe Stakeholder

Group, TDH leadership, and the Unified Command Group, the following structure has been

adopted for the allocation and prioritization of @19 vaccines:
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9 Pfizer vaccineAt the onset of the respons@peration Warp Speed (OWS) required the
GLINB AAGAZ2YAY 3E ore Fay (O75Ydsg AT diYK @ F{ G 6 SQa It €20
vaccinewith delivery scheduled to occur between the time bétEmergency Use
Authorization andthe release of recommendations by ACAB.the allocation of pre
positioned vaccine couldnly involvesites with ultracold storage capability, the
presence of which igneverly distributed across the state, TDH electegre-position
the minimum of one tray at a TDH location where it could be maintained in-citich
d02Nr3S 6KAES GKS NBYIFAYRSNI 2F GKS {4l 3SQa
Tennessee. TDH maintained possession of the tray of vaccines until taendemof the
vaccine shipments were confirmed to have reached their destinations in good condition,
and thenthe tray wasallocated to an underesourced hospital that did not have
enough Phase 1a population to be able to receive the Pfizer vaccine wébsistance.
The initialPfizer vaccinegloses werallocated to hospitals thawere able to administer
975 doses of vaccine to Phase 1a individuals within 14 days. Theesgiteeds8 trays
(56,550 doseg)f Pfizer vaccine with the firgtlocation As the response progresses,
Pfizer vaccine continggo be positioned in facilities that are abie exhaust the supply
of 975 dosesvithin 14 days.
1 Moderna vaccineThe initial allocation of Moderna vaccine was DUB). The CDC
required that 36,200 doses from this allocation be provided to initiate the federal
partnership with Walgreens and CVS to begin vaccinating residents and staff of skilled
nursing facilities (SNF3)he remaindeand was distributed to all 95 courtbetween
December 21 and December,Z820.Each county health department recetva
minimum of one box (100 doses) of vaccine from the first allocgapproximately 10%
of theremainingallocationafter doses wereliverted to the federal pharmacy
partnership). Approximately 85% of the remaining doses were allocated to the 95
counties according to their populationshe remaining dosggpproximately five
percentofthe{ G I G S Q& aldd&tioh) vefealigcated toselectedcounty health
departmentsii 2 LINE JARS @I OOAYyS R24S5a -bagedSEOS&E 27
allocation. These additional allocations were awarded based upon the Social
+dzf YSNI 0AfAGE LYRSE 6/{ +L (ecohoyhiRallydiskteSsed G GS 2 7F
counties.
Allocation Stategy:
With each new allocation of vaccinesch of the 95 counties is provided a base minimum
allocation of 100 dose€ A @S LISNOSy i 2 F (K S-19victineSiearmarked 2 O G A
by the State for use in targeted areas with higj¥iivaluesor other indicators of vulnerability
Thirty-five2 T ¢ Sy y Sa a S S QanSypof .68dragéatex (Badge K87 )Zp&icirly them
at higher risk than more than twthirds of countiesn the United StatesTenof these counties
aredesignated agsconomicallydistressedy the State of TennesseRy providing supplemental
doses of vaccinegounties that are disadvantaged and slower to recover from adversity will be
able to protect a larger portion of their citizens from CO¥fomore quickly than counties that
are better resourced and able to recover more readillye35 countiesreceiving supplemental
vaccine doses due to their high social vulnerability index inclBe#ford, Benton, Bledsoe,
Bradley,Campbell, Carroll, Claiborne, Cocke, Crocknter, GibsonGGrundy, Hamblen, Hancock,
Hardeman, Hardin, Hawkins, Haywood, Henderson,,llakelerdale, Lawrenckjncoln, Macon,
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Madison, McNairy, MorganQbion, Perry, Rhea, Scott, Shelbyicoi, Warren and WayheThe
remainder2 ¥ (1 KS {afion of S@AR9 vdcdingsdistributed among all 95 counties
based upon their populations.

Priority Phases:
With a crosscutting focus on equity, the overarching principle in determining all phasing
decisions IRISK;

1 Risk to our healthcare infrastructurekeeping frontline healthcare workers at the
bedside, while reducing demand on hospital capacity

1 Riskio individual health outcomes protecting the most vulnerable Tennesseans
first

1 Risk to our society/economypreserving workforce in our highest risk areas

Populationsare prioritized based upon risk of contracting and spreading the virus, as well as
their risk of morbidity and mortality from COVID. Tennesseéas worked through several
iterations of allocation phasebased upon changing recommendations of the ACIP and
discussions with the Governdhe UCGand theSakeholderGroup. Tennesse@ @lan has

been updated to includéhree allocation phases, based upon risk anfbrmed by the

b! { 9aQa C Nie Yeinessddlphbses differ from those proposed by federal agencies
in several waysPhase la of the Tennessee plan is-diviided into two phasene

primarilyfor in-patient health care providerdirst responders with direct exposure to the
public,andstaff and residents of long term cafacilities and a second for those primarily
working in outpatient health care settingsPhase 1b includeteachers and staff of

childcare centers and-k2 schoolsas schools have been disproportionately impacted by
COVIEL9 outbreaks, learning has been Ipahd parentsely on consistenschool schedules

in order to remain in the workforce.

Phase 1lalso includes other first responders not previously vaccinated in Phase lal
Subsequent phases are informed by federal recommendations but differ irctitiatl
infrastructure industies aremore narrowly defined due to scarcity of early vaccine supply
Personsages sixteenyearsand older who havéighrisk health conditionsire included in
Phase 1c, whicbccus earlierthan in the federal recommendationdlso included in Phase
1c are household residents and caregivers of medically fragile chilsrercriteria below).

In addition,simultaneousagebasedcriteriarun concurrently to the phases age brackets
beginning with 75/earolds Collectively, lhe allocation phaseand simultaneous agbased
criteriaplacepriority onthose mostat risk of mabidity and mortalitydue to COVIEL9 and,
further, recognizecertaincritical infrastructure workers who have direct public exposure or
work in environmentgpresenting higher risk of exposurelheplacement oromission of
anysector orindustrywithin the phases is not a reflection mfiportanceor worth to society
or the economy; rather, a narrow definition of critical infrastructure for purposes of
allocation is necessitated by the scarcity of vaccine supply at presenis informed by
assessient of risk. Employeesn industriesnot enumerated in the phases will become

1 Sk counties wereadded to the original list of 29 counties on January 20, 202%ed upon revaluation of the
national social vulnerability index.
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eligible as their age grquis reached, whilpersors with high-risk health conditionsre
includedin Phase 1gcregardless of employmendr industry Theseupdatedphases are as
followsand are subject tadditionalchange pending furtherecommendations from the
'/ Lt FYR 2GKSNJ FSRSNJI ¢
Vaccine Stakeholder Group

Vaccine Allocation Phases (Revised)

Equity is a crosscutting

In each population group, vaccine access should be prioritized for geographic areas
consideration:

identified through CDC’s Social Vulnerability Index or another more specific index.

Age-Based Criteria:

©

Risk-Based Phases:

Inpatient and —

other high- o Dec.  Jan./Feb. o —— . oBéDetermined——————
exposure HCW | All other
o
: . HCW ©
Residents an i
K-12 and 0
staff of LTCF Funeral/ childcare staff —
3 > Mortuary
228 yroc First Responder
unable to live rati rbiditi
independently Onarations comauincia 0
personnel = infrastructure <
. Caregivers ition) O || Congregate
First Responders e it (see definition) Iivingg & on
hlgh-n:? = Refer to
comorbidities Grocery workers age-based
(see definition) Corrections criteria for
residents all other
industries
and general
population.
December 2020 January 2021 February/March March/April

Health

Revised January 21, 2021. Estimated timeline and phases are preliminary and subject to change.

Equity remains N2 8 3 Odzi i Ay 3 O2y&aAARSNI GA2Yy 2F GKS

I 3Sy OA SUCGlay®VIBI&E S NB O2

{aras

unlicensed health care workers, low wage earners and those with limited access to health care

resources will have access to vaccination. The timeline depicted in the imageialaove

estimation and likely to change as it is subject to vaccine supply, shipping, administation
uptake.
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Phase 1al: Health Care, LTCF, First Responders

* Hospital/Free-Standing Emergency
Department Staff with Direct Patient
Exposure and/or Exposure to Potentially-
Infectious Materials

* Home health* care staff

* COVID-19 mass testing site staff

* Student health providers

+ Staff and Residents of LTCF

Skilled Nursing Facilities, Assisted
Living Centers, Homes for the Aged,
DIDD Residential Centers, Group
Homes

* First Responders with Direct Public
Exposure

Police, fire, EMS, rescue squads,
corrections officers*, jailers*

* Individuals >18yrs who cannot live
independently due to serious chronic
medical condition or intellectual or
developmental disability

*Added 01.20.2021
Health

First Priority

Age >65y0

Cancer

Chronic Kidney Disease
COPD

Solid Organ Transplant
Obesity (BMI >30)
Serious Cardiac Disease
Sickle Cell Disease
*Diabetes

O
o
4

4D

Hospitals and county health departments began vaccinating the Phase 1al population in mid

December 2020. This phase includes those workinglomteering, full or partime, in

hospitals and freestanding emergency departmentghere they have direct patient exposure
and/or exposure to potentialynfectious materials Phase lal also includes those providing
home health services to patientdiose working COVHDO mass testing sites where no other

clinical service is offerethose providing student health services iriiK schools, colleges and

universities andfirst respondersandselect criticapublic safety persongl with direct public
exposurejncludingpolice, fire, EMSgscue squaddgrontline corrections officers and jailers

Tennessee Department of Transportatiaadside help trucks, Y R 5 S LI NIl YSy (i

Servicedransportation officers androntline staff working ata secure residential facility serving
delinquent youth. Also included in Phase 1al are the staff and residents ofttongcare
facilities including skilled nursing faciliti@ssisted living centers, homes for thged,
congregate care centers for individuals receiving services provided by the Tennessee
Department of Intellectual and Developmental Disabilitiddditionally, residents ajroup
homesand other individuals agesl 8 years who cannot live independentlye toa serious
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chronic medical condition or intellectual or developmental disability are eligible for vaccination
under Phase 1alWhile vaccine supply is limited, vaccination of Phase l1al individuals who are

age>65 years and those withigh-risk healh conditions (current cancer treatmerthronic
kidney diseaséincludingrenal failure polycystic kidney disease and those with only one
kidney) chronic obstructive pulmonary disease (CORM2se with history of solid organ
transplant €.g.,liver, kidney, pancreas, heart, lunthose with serious cardiac disease

(excluding hypertension), those with sickle cell disease (excluding sickle cell trait), those
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requiring treatment for type 1 or 2 diabetes, and those with body mass ir@8shouldbe
prioritized over healthier and younger individuals.

Individuals qualifying for vaccination under Phase 1al mayffeeed vaccindoy theiremployer

(if the employeris administering vaccines), through their local health departmenthrough a
partnering hospital.Staff and residents of lorigrm care facilities will be provided vaccinations
through the federal partnership with Walgreens and CVS, in partnership with a local pharmacy,
or via TDH vaccination strike tean®hase 1al individuashould chek with their employer or
contact their local health department for more information.

Phase 1a2: Out-Patient Health Care

Other Health Care Workers with
Direct Patient Exposure .
+ Primary care providers and staff s
Outpatient specialty providers and staff Flrst Priority m
working with acute patients Age >65y0
Pharmacists and staff Cancer
Patient transport Chronic Kidney Disease
Outpatient therapists CO!’D
Urgent visit center providers and staff Solid Organ Transplant
Environmental services Obesity (BMI >30)
Oral health providers Serious Cardiac Disease
Behavioral health providers Sickle Cell Disease
+ Outpatient laboratory staff working with *Diabetes
COVID-19 specimens
+ Funeral/mortuary workers with direct
decedent contact

m Health

Tennessee divided the federal Phase 1a for health care intphaseqPhase 1al and 1aR)

order to prioritize the protection of the hospital systeinfrastructure Phase 1a2 include
individuals working imny aspect obut-patient health careincluding outpatient laboratory

staff working with COVHD9 specimens and funeral and mortuary workers with direct decedent
contact. As with Phase 1al, individuals at higher risk due to age or health condition should be
vaccinated ahead of younger anddithier individuals in the Phase.

Individuals qualifying for vaccination under Phase 1a2 mayffeeed vaccindoy their employer

(if the employer is administering vaccines), through their local health department, or through a
partnering hospitalLocal pharmacies are being onboarded to provide vaccinations, but likely
will not bein significant numbeduringPhase 1a2 Phase 1aindividuals should check with

their employer or contact their local health department for more information.
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Age-Based Vaccination

Begins Age Group Est. Pop
January 2021 >75 years 462K
Jan/Feb* >70 years 770K
Mar >65 years 1.1M
TBD >55 years 2M
TBD >45 years 2.9M
TBD >35 years 3.7M
TBD >25 years 4.7M
TBD >16 years 5.4M
*Added 01.20.2021
Health *Dates are estimates and subject to change

¢ Sy y Saa S-Sandorbidity and rRortality isignificantly higher in older age groypsith
68% of deaths occuring in indivals ages70 yearsand57% of those agesr5 years who are
hospitalized with COVHD9 not surviving to discharg@s the primary goal of the overarching
COVIBELI9 response is to reduce morbidity and mortality, the vaccination plan must prioritize
those irdividuals at greatest risk fahose outcomesAs agebasedprioritization excludesthers
who may be at higher risk of morbidity and mortality dugheir occupation, work
environment, or history of chronic conditions, teamultaneous use of aggased prioritization
along withprioritization of special populations allowise State to address both categories of
risk at the same time.

The timelinedepicted abowe is an estimat based upon population size and what is understood
of vaccineallocation and distribution to the State by CDC #m&lsupply chainVisibility of
vaccine allocations beyonthnuary2021is very limitedThis timelinemaylengthen if vaccine
supplyslows, oraccelerate ifadditional vaccine manufactureese able to contribute to vaccine
supply or if uptake of vaccine by the populatiotoiser than anticipated.
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Phase 1b: Education/Other First Responders

* K-12 and child care teachers and staff

* Other first responders @
Administrative staff, dispatchers, —
communications staff, other first responders &&

o
-
without significant direct public contact*

First Priority
Age >65y0

LN

*Updated 01.20.2021
Health

Due to the ongoing impacif COVIEL9 uponeducation in Tennessemnd to support the need
for parents and guardians to continue to wodhildcare, preschool, and kindergarten through
twelfth grade teacherschool staffand school bus driversvill be prioritized for vaccination in
Phase 1bAlsoincluded in Phase l&xe other first responders, including dispat@dministrative
personneland other emergency communications personnel not included in Phase 1al.
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Phase 1c includes anyone ages 16 years and older wdzeka diagnosed with one of the

listed chronic disease conditioriBhis phase is prioritized by age and individuals ages 65 years
and older should be vaccinated before younger individuadiglitionally, household residents

and caregivers of childreqil6 yars old who are medically fragile are eligible to be vaccinated in
Phase 1c. These children include those who are techonologitsdlgndent(such as those who
are ventilatordependent, oxygetilependent, with tracheostomy, wheelchair bound due to
highrisk medical condition, or require tube feedings, parenteral nutrition, or dialyfisse

with immunocompromising conditions (such as those receiving chemotherapy, requiring daily
oral steroids or other immunosuppressant medications, requiringinsibn tocontrol

diabetes, those with HIV/AIDS or other diagnosed igkiimmunodeficiencythose with

complex congenital heart disease requiring ongoing medical management (such as Tetralogy of
Fallot, hypoplastic left heart syndrome, and double outlet rigitvicle), and those who qualify
for the Katie Beckett waiver.
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